During the most recent revision of the Diagnostic and Statistical Manual of Mental Disorders version 5 (DSM-5), hypersexual disorder was proposed as a new diagnostic category. [1] The submission was ultimately rejected, but in the process a number of useful reviews relating to the assessment and treatment of hypersexual disorder were undertaken. [1] [2] [3] [4] In the literature this condition has also been called compulsive sexual disorder, sexual addiction and non-paraphilic sexual disorder, reflecting different approaches to conceptualising its aetiology. [5] 
Method
This article presents key findings of recent reviews conducted on hypersexual disorder, focusing on the proposed inclusion of the diagnosis in the DSM-5, [1] assessment (including self-report and clinician-administered measures), [2, 4] and treatment options. [2, 3] Definition and diagnostic criteria Kafka [1] defines hypersexual disorder as a 'sexual desire disorder characterised by an increased frequency and intensity of sexually motivated fantasies, arousal, urges and enacted behaviour in association with an impulsivity component' that causes significant personal distress or impairment and is not caused by the physiological effect of a drug-related substance.
Proposed diagnostic criteria [1] include at least three of the following experienced over a 6-month period:
• Time consumed by sexual fantasies, urges or behaviours that repetitively interfere with other important (non-sexual) goals, activities and obligations.
• Repetitive engaging in sexual fantasies, urges or behaviours in response to dysphoric mood states (e.g. anxiety, depression, boredom, irritability).
• Repetitive engaging in sexual fantasies, urges or behaviours in response to stressful life events.
• Repetitive, but unsuccessful, efforts to control or significantly reduce these sexual fantasies, urges or behaviours.
• Repetitive engaging in these sexual behaviours, while disregarding the risk of physical or emotional harm to self or others.
Proposed specifiers include excessive masturbation, pornography use, sexual behaviour with consenting adults, cybersex, telephone sex, strip clubs, and other.
[1]
Epidemiology
Research has provided evidence for a population characterised by increased frequency of sexual behaviours. For example, within a sexuality survey of US men aged 18 -59 years (N=1 320) only 1.9% reported masturbating daily and only 7.6% reported sexual intercourse with their partners ≥4 times per week. [1, 6] In a general population sample of 2 450 Swedish men and women, only 12.1% of men reported ≥4 orgasms a week, and only 6.8% of women reported ≥3 orgasms a week. [1, 7] In comparison, 90% of a sample of US men receiving treatment for paraphilia-related conditions reported ≥5 orgasms per week. [1, 8] However, increased frequency of sexual behaviour alone does not indicate pathology. [9] Research also suggests that within this population there is a group in whom such behaviour leads to distress and impairment. Within this group increased frequency and intensity of sexual behaviour is associated with increased risk-taking behaviour, dissatisfaction in sexual relationships, interpersonal difficulties, sexually transmitted infections (STIs) and accessing professional services for sexuality-related problems. [7] Patients who experience increased frequency and intensity of sexual behaviour, with accompanying distress and impaired life functioning, may seek medical treatment. When diagnosing patients who present with such behaviours, the DSM system requires clinicians to use a different specified diagnosis. [10] For the International Classification of Diseases-11 (ICD-11), however, it has been proposed that compulsive sexual disorder be included as one of the impulse control disorders. [11] A diagnosis such as hypersexual disorder or compulsive sexual disorder may assist clinicians in patient care by providing a set of clinical criteria. In addition, such a diagnosis would provide agreedupon terminology and features that may encourage epidemiological and clinical research, ultimately improving the quality of research about hypersexual disorder and its treatment. [9] The diagnosis would also arguably encourage the development of standardised psychometric instruments to assess nosological criteria and symptom severity. While Hypersexual disorder is also termed compulsive sexual disorder, sexual addiction and non-paraphilic sexual disorder, reflecting different approaches to conceptualising its aetiology. Increased frequency of sexual behaviour alone does not indicate pathology. Research suggests that within the population with markedly increased frequency of sexual behaviour, there is a group in whom such behaviour leads to distress and impairment. Patients who experience increased frequency and intensity of sexual behaviour, with accompanying distress and impaired life functioning, may seek medical treatment.
numerous instruments for measuring sexual behaviour are currently in use, [4] only the Hypersexual Behaviour Inventory (HBI), drawing directly from the hypersexual disorder diagnostic criteria proposed for the DSM-5, provides a clinical cut-off score for the diagnosis. [12] 
Differential diagnosis
In making the diagnosis of hypersexual disorder, it is important firstly to differentiate the disorder from normal sexual behaviour. [9] Because there is no consistent, normative pattern of sexual behaviour cross-culturally, a diagnosis of hypersexual disorder arguably has the risk for pathologising adaptive human behaviour. [2, 13] Secondly, it is important to ensure that the diagnosis is not due to another underlying psychiatric or general medical disorder. [9, 14] Patients with bipolar disorder, for example, may present with hypersexuality. [2] Pathogenesis Different pathophysiological models have been proposed for conceptualising the aetiology of hypersexual disorder, including a sexual desire dysregulation model, a sexual addiction and dependency model, and sexual compulsivity and impulsivity models. [1, 5] These different models are associated with different terminology and assessment tools, making it difficult to find consensus in the field. [2] Furthermore, critics have challenged the scientific rigor of the epidemiological and clinical data currently available on hypersexual disorder. [2, 3, 14] Although further work is therefore needed, the different theoretical models and empirical datasets have each contributed to a better understanding of the disorder.
Assessment
Patients with hypersexual disorder will most likely enter the healthcare system through their family practitioner. These clinicians may already have established a trusting rapport, and so be in a position to support the patient and family during the treatment process. [15] Furthermore, the family practitioner may play a preventive role in identifying patients who may potentially be at risk of developing hypersexual disorder as a result of childhood trauma. [15] The clinical assessment includes a thorough clinical interview eliciting information about the history of the presenting problem, the patient's sexual, medical, psychiatric, substance-use, mental health and psychosocial history, with a particular focus on comorbid anxiety and depression. [2] Additional information from family members and intimate partners may provide valuable collateral information. Importantly, patients with this disorder may present with comorbid psychiatric conditions, including anxiety and mood disorders, substance-use disorders, attention deficit hyperactivity disorder, personality disorders and paraphilias. [1, 2] The clinical assessment should cover the relevant symptoms and the resulting distress and impairment. Hypersexual disorder is associated with preoccupation with sexual fantasies and sexual behaviours, pornography dependency, compulsive masturbation, promiscuity, and risk-taking and sensation-seeking sexual behaviour. [1, 2] Consequently, patients may have an increased risk of unprotected sex, leading to possible STIs, including HIV infection, and unwanted pregnancies. [1, 2] Patients may also report interpersonal and relationship problems, including marital separation and divorce, excessive financial expenses, work and education impairments. [1, 2] 
Treatment
There is some evidence for the value of both pharmacotherapy and psychotherapy in the treatment and support of patients with hypersexual disorder. [2] Pharmacotherapy Two double-blind, placebo-controlled trials have shown a decrease in hypersexual disorder symptoms with the use of antidepressant medication (desipramine and clomipramine). [16, 17] There are also case series reporting potential benefits of selective serotonin re-uptake inhibitors, psychostimulants and triptorelin in hypersexual disorder. [2] Case reports have documented the successful treatment of hypersexual disorder with naltrexone, nefazodone and valproic acid. [2] However, no medication has been registered for this condition.
Psychotherapy
While different psychotherapy modalities have been proposed for the treatment of hypersexual disorder, placing emphasis on different aspects of the patient's presenting problem, [2] there are few data from controlled trials to demonstrate the efficacy of these approaches.
Conclusion
There is growing recognition of hypersexual disorder in the literature, and while some empirical research is available, more is needed. Family practitioners are very likely to encounter patients with hypersexual disorder, although this may not be the presenting complaint. A thorough clinical assessment is necessary to support these patients and to ensure that they receive appropriate care. Hypersexual disorder is associated with HIV infection and STIs because of the high-risk sexual practices of these patients, and sexual health screenings form one essential part of their healthcare. Referral for specialised pharmacotherapy and psychotherapy is possible in some centres.
